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The anterior border of the retropharyngeal space of the
neck is the visceral fascia and the posterior border is
the prevertebral fascia. The retropharyngeal space only
contains fat and the retropharyngeal lymph nodes;
therefore, metastatic nodes from primary head and
neck cancers account for the majority of tumor lesions
in the retropharyngeal space [1]. Primary tumors ori-
ginating from the retropharyngeal space are rare;
retropharyngeal lipoma [1], neuroblastoma [2], and
pleomorphic adenoma [3] have been reported only
sporadically. In this paper, we report an occurrence
rarely reported in the previous literature: a schwan-
noma located in the retropharyngeal space, and its
excision through a transoral approach.
CASE PRESENTATION
A 44-year-old woman with hypertension controlled
by diet underwent a routine health examination, 
during which anterior bulging of the left oropha-
ryngeal wall behind the posterior pillar was noted.
The mucosa of the pharyngeal bulge was smooth 
and intact. On reviewing her symptoms, we noted
snoring and a mild lump in the throat sensation, but
there was no dysphagia, easy choking, or hoarseness.
Magnetic resonance imaging (MRI) showed a well-
defined encapsulated tumor in the left retropharyn-
geal space with bright signal intensity on T2-weighted
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The contents of the retropharyngeal space are limited to fat and retropharyngeal nodes. Primary
tumors originating from the retropharyngeal space are rare. More than 25% of schwannomas are
found in the head and neck region, and they are rarely found in the retropharyngeal space. Here,
we report the case of a 44-year-old woman with a schwannoma confined to the left retropharyn-
geal space, who presented with snoring and a mild lump in the throat sensation. Physical exami-
nation revealed anterior bulging of the left oropharyngeal wall, with intact mucosa. Magnetic
resonance imaging showed a well-defined, encapsulated tumor in the left retropharyngeal space
with bright signal intensity on T2-weighted images and low signal intensity on T1-weighted
images, which was strongly enhanced after gadolinium administration. The tumor was removed
through a transoral approach, resulting in a short postoperative recovery time without complica-
tions. The pathologic diagnosis was schwannoma. The patient has been well and free of tumor
recurrence for 2 years. From anatomic and physiologic viewpoints, excision through a transoral
approach is a good choice for a confined retropharyngeal schwannoma.
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images (Figure 1) and low signal intensity on T1-
weighted images, which was strongly enhanced after
gadolinium administration (Figure 2). Incision of the
oropharyngeal mucosa behind the left posterior pil-
lar and division of the superior constrictor muscle and
deep cervical fascia were performed using a transoral
approach (Figure 3). With lateral protection of the
internal carotid artery by the long haller, a well-
encapsulated yellowish tumor measuring about 3.5×
3×2.5cm was completely removed from the bed of the
prevertebral fascia and muscle (Figure 4). The patient
was kept non per os for 1 day, but started taking food
the day after surgery, without a feeding tube. The
pathologic diagnosis was schwannoma. The patient
is currently well and free of snoring and the lump in
the throat sensation, and no cranial nerve or sympa-
thetic nerve dysfunction has been reported in the 
2-year follow-up period.
DISCUSSION
Approximately 25–45% of schwannomas occur in the
head and neck region. They can affect any peripheral,
cranial, or autonomic nerves, the most common of
which are cranial nerves XII, X, IX, and V and the 
Figure 1. Axial view on T2-weighted magnetic resonance imag-
ing shows a well-defined encapsulated lesion in the left retropha-
ryngeal space with bright signal intensity.
Figure 2. Axial view on T1-weighted magnetic resonance imag-
ing with contrast enhancement shows good enhancement of the
retropharyngeal lesion containing some heterogeneous content.
The perifocal fat plane is essentially intact.
Figure 3. Local findings before surgery show anterior bulging 
of the left oropharyngeal wall behind the posterior pillar. The
mucosa of the pharyngeal bulge is smooth and intact.
Figure 4. An oval-shaped, well-encapsulated, yellowish tumor
measuring about 3.5 ˜ 3 ˜ 2.5 cm was removed completely from
the retropharyngeal space through a transoral approach.
Retropharyngeal schwannoma
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cervical roots [4]. Therefore, the parapharyngeal space
of the neck is the most common site of occurrence,
followed by the oral cavity and sinonasal region.
Although there have been sporadic reports of schwan-
nomas growing on the posterior oropharyngeal
mucosal wall [5–10], there have only been two reported
cases of schwannomas in the retropharyngeal space
[9,10], even in large case studies of head and neck
schwannomas [11].
As schwannomas are inherently slow growing
and noninvasive, most patients present with an
asymptomatic mass without nerve dysfunction; it is
difficult to determine the nerve of origin without con-
ducting imaging studies before surgical exploration.
Among the imaging modalities, MRI with and with-
out gadolinium enhancement is particularly helpful
in delineating schwannoma [12]. On MRI, schwanno-
mas show low signal intensity on T1-weighted images
and high signal intensity on T2-weighted images.
Following the administration of gadolinium, the solid
part of the tumor is strongly enhanced, while the cys-
tic component remains unchanged, which frequently
has a salt-and-pepper appearance similar to paragan-
gliomas. But schwannomas can still be distinguished
from paragangliomas by the contours of the tumor,
destruction of adjacent tissues, and vascular stains
shown on magnetic resonance angiography [13]. Fur-
thermore, the location and relationship between the
tumor and adjacent structures allow the nerve of 
origin to be predicted preoperatively, thus allowing
surgical risks to be evaluated [13].
The primary goal of schwannoma treatment is
complete tumor removal without any loss of func-
tion. After an accurate diagnosis, if surgery is con-
traindicated due to poor patient condition or tumor
involvement with important vital structures, an alter-
native treatment choice is observation of the tumor.
However, observation or leaving an incompletely
resected tumor behind may be of concern because
some tumors can undergo malignant change and
cause local destruction [10,12].
In this case, complete tumor removal was the pre-
ferred choice of treatment. Not only did an accurate 
histologic diagnosis have to be determined, but also
the snoring and the lump in the throat sensation had
to be resolved. If the tumor was left behind, it could
grow progressively larger, possibly leading to upper
airway obstruction and destruction of adjacent struc-
tures such as the cervical vertebra.
MRI showed that the tumor had a typical schwan-
noma appearance and may have originated from a
small nerve supplying the pharynx, without involve-
ment of the main trunk of the major nerves. Therefore,
we expected a low probability of resection-related
significant neurologic complications. Moreover, this
tumor was confined to the medial part of the retro-
pharyngeal space, away from the internal carotid
artery, which implied that tumor excision through 
a transoral approach was feasible and could be per-
formed safely. Therefore, a transoral approach, which
is preferred when a tumor is centered within the retro-
pharyngeal space, was taken for the excision of this
schwannoma. Using a transoral approach can avoid
problems arising from a transcervical approach, which
requires skin incision and potentially damages cranial
nerves IX, X, and XII, as well as the vascular structures
[6]. From the preoperative evaluation, it appeared that
the entire tumor could easily be widely exposed and
removed without injuring the great vessels and major
nerves. After operation, the surgical wound healed
rapidly without causing swallowing problems, and
the patient has remained free of any recurrence or
neurologic deficits.
Although rare, schwannomas do occasionally occur
in the retropharyngeal space. From anatomic and
physiologic viewpoints, excision through a transoral
approach is a good choice for a confined retropha-
ryngeal schwannoma.
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